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Objectives: Review impact of reentry devices (RED)
on subintimal angioplasty (SIA) of iliac artery chronic total
occlusion (CTO).
Methods: We completed a retrospective review of iliac
artery CTO treated with SIA from 2003 to 2012.
Results: From 1100 iliac interventions, 214 SIA of
iliac CTOs were identiﬁed: 72 in the RED group, 36
IVUS directed RED group. The mean age was 63 years,
males 59%, TASC B 27%, C 36% and D 37%. IVUS
directed RED had a larger proportion of TASC D lesions
compared to the non-RED group (58% vs 36%; P ¼
.01). Indications included claudication (66%) and CLI
(34%). Clinical proﬁle and indications were not different
between groups.
Technical success was 92%, with a trend towards higher
technical success with a RED vs non-RED (96% vs 90%; P
¼ .1).
The overall incidence of retrograde aortoiliac dissec-
tions that required treatment was 13% and compared to
the non-RED group, the IVUS directed RED group had
a lower incidence (3% vs 14%; P ¼ .06).
The overall incidence of retrograde aortic dissections
that required treatment was 8% and compared to the
non-RED group, the non-IVUS-directed RED group
had a higher incidence (17% vs 6%; P ¼ .04).
Retroperitoneal hematoma from unrecognized iliac
injury occurred in 5 cases (2.5%). Compared to the one
case in the non-RED group, there was one case in the
IVUS-directed RED group (3% vs 1%; P ¼ .4), and
three cases in the non-IVUS-directed RED (8% vs 1%;
P ¼ .03).
Primary patency for the RED group vs the non-RED
group at 1 and 3 years was 87% and 75% vs 73% and
59% respectively, with the use of a RED having a positive
effect on primary patency based on multivariate analysis
(HR, 0.4; P ¼ .03). Secondary patency for the RED group
vs the non-RED group at 3 years was 87% vs 79 % and was
not statistically different (P ¼ .8).
Conclusions: Reentry devices can improve technical
success and primary patency of SIA recanalization of iliac
artery CTO. IVUS directed reentry may further enhance
the safety of the procedure.
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Health Care Associated Infections After Lower
Extremity Revascularization
Alireza Daryapeyma1, Ollie Östlund2, Carl Wahlgren1.
1Karolinska Institute, Stockholm, Sweden; 2Uppsala
University, Uppsala, SwedenObjectives: To elucidate the incidence of health care
associated infections and related risk factors in elective
lower extremity vascular interventions.
Methods: A retrospective nationwide survey of all
postoperative infections among patients who have under-
gone elective open and endovascular surgery for lower
extremity arterial disease between 2005 and 2010 (n ¼
10547). Data were retrieved from the National vascular
surgery registry and cross-matched with the National
patient and cause of death registries.
Results: Patients (claudication 27%; critical limb
ischemia (CLI) 17% and gangrene 56%) were treated
with endovascular intervention (n ¼ 6262; 59%), throm-
bendarterectomy (TEA) (n ¼ 1061; 10%), or bypass
surgery (n ¼ 3224; 31%). The total incidence of postoper-
ative infection (<30-d) was 9.7%. Skin and soft tissue infec-
tion (n ¼ 735; 6.9%), including surgical site infection and
graft infection dominated. This was followed by urinary
tract infection (n ¼ 168; 1.6%), pneumonia (n ¼ 114;
1.1%) and sepsis (n ¼ 91; 0.9%). Infection was signiﬁcantly
associated with both operative method and indication for
treatment (TEA vs Endo in claudicants [OR 6.7 (95% CI
3.9-11.6]) and CLI [OR 2.0 (95% CI 1.1-3.7)]; Bypass
vs Endo in claudicants [OR 8.4 (95% CI 5.0-14)] and
CLI [OR 3.4 (95% CI 2.3-5.1)]. Risk factors associated
with infection were diabetes, renal insufﬁciency, heart and
lung disease (P < .05). There was a signiﬁcant increase in
the 1-year amputation rate (11.8% vs 5.6%) and 30-day
mortality (4.2% vs 2.5%) for patients with postoperative
infection within 30 days (P < .001).
Conclusions: The risk of infection varies depending
on method of treatment and the extent of comorbidities.
Open surgery in claudicants confers a 7-fold increased
risk compared to endovascular treatment. Early postopera-
tive infection is signiﬁcantly associated with an increased
rate of amputation and mortality.
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Objectives: Open surgical repair (OSR) for chronic
Type B aortic dissections (CTBAD) has an associated
morbidity and mortality. The role of thoracic endovascular
aneurysm repair (TEVAR) in CTBAD has not been deter-
mined. We analyzed our contemporary experience of
CTBAD undergoing OSR to identify high-risk patients
that may be considered for TEVAR.
Methods: From 1999-2010, 221 patients had repair
of descending thoracic and thoracoabdominal aortic
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analyzed this cohort for mortality, complications, length
of stay and reinterventions.
Results: OSR was performed in 25 (29%) and 61
(71%) patients for descending thoracic and thoracoabdo-
minal CTBAD respectively. Mean age was 58.4 years
(610.4) and mean diameter 6.2 cm (61.1, 4.1-10.0).
Fifty-nine (69%) patients were male. Eight (9%) were
treated for rupture. Mean duration of follow up was 5.2
years (62.7). Hospital mortality occurred in ﬁve (5.8%)
patients. Cardiopulmonary bypass was used in 83 (97%)
and deep hypothermic circulatory arrest in 36 (42%)
patients. Paraplegia occurred in 2 (2.3%), stroke in 2
(2.3%), and renal failure requiring permanent hemodialysis
in 2 (2.3%) patients. Average length of stay was 19.6 days
(617.8). Univariate predictor of hospital mortality
included redo-operations and prolonged pump time (P <
.05). Maximum aneurysm diameter and rupture at presen-
tation trended towards signiﬁcance. Twenty (24.7%)
patients of the 81 survivors died during follow up (mean:
62.5 6 36 months). Six patients (7%) had aortic related
reoperations at a mean of 3.8 years (61.8): one for
ascending and ﬁve for descending aortic aneurysms. Over-
all survival at 1, 5 and 7 years was 92%, 83% and 70%
respectively. Freedom from reoperation was 99%, 90%
and 86% respectively.
Conclusions: OSR of CTBAD is a durable option
with low mortality. Patients requiring redo-operations or
anticipated prolonged pump time need further evaluation
to determine whether conventional OSR or TEVAR, if
feasible, is the optimal treatment option.
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Objectives: To evaluate the impact of compliance with
anatomic guidelines on outcomes of endovascular aortic
aneurysm repair (EVAR) using “bell-bottom” stent grafts
(BBSG)
Methods: The clinical data of 1087 patients from our
EVAR database (1999-2012) was reviewed. The outcomes
of 247 patients (234 male, 13 female; mean age, 76 6 7
years) treated with 376 BBSGs >18 mm were analyzed.
Computed tomography angiography (CTA) was utilized
for compliance with anatomic guidelines as stated in each
manufacturer’s Instruction for Use (IFU), including length
and diameter of common iliac artery (CIA), and presence
of circumferential thrombus, calcium or angulation at the
distal landing zone (DLZ). End-points were iliac limbevents (type Ib endoleak, retrograde migration, compo-
nent separation and stenosis), sac enlargement and re-
interventions.
Results: Of the 376 BBSGs, only 56 (15%) in 27
patients met conservative anatomic guidelines recommen-
ded by IFU. Aneurysm exclusion was achieved in all
patients. After a mean follow up of 41 6 26 months, 27
patients (11%) had 29 iliac-limb events (13 type 1B endo-
leaks, 4 aneurysm growth, 3 retrograde migrations, 3
component separations, 3 stenosis, 2 ruptures and 1
limb occlusion), all among patients treated outside IFU
criteria (P < .04). Patients who did not meet anatomic
guidelines for BBSGs had greater rates of sac enlargement
(70% vs 53%) and lower freedom from iliac limb events
and reinterventions (89 6 5% vs 100%) at 5-years (P <
.04). Larger CIA diameter was associated with higher
rates of iliac limb events and reinterventions (HR, 1.14;
95% CI, 1.04-1.24; P < .05), while length of DLZ >15
mm was a protective factor (HR, 0.65; 95% CI, 0.46-
0.91; P < .05).
Conclusions: BBSGs effectively seal ectatic CIAs and
small aneurysms, but rates of iliac limb events, sac enlarge-
ment and reinterventions are higher among patients who
do not meet anatomical criteria for BBSGs per IFU. The
larger the CIA diameter, the higher the iliac limb and re-
intervention rates. Length of DLZ >15 mm was a protec-
tive factor.
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Objectives: Published literature is conﬂicting
regarding the superiority of endovascular (EVAR) repair
vs open surgery (OS) for ruptured abdominal aortic aneu-
rysms (rAAA), with data even more limited for unstable
rAAAs. Our objectives were to compare 30-day outcomes
in patients undergoing OS and EVAR for stable vs unstable
rAAAs.
Methods: Patients treated for rAAA were identiﬁed
from the ACS NSQIP database (2005-10). Patients
were considered unstable if their ASA class was 4 or
5 with one or more of the following: (1) preoperative
shock, (2) preoperative transfusion >4 units, (3)
preoperative intubation, or (4) preoperative impaired
sensorium. Outcomes were 30-day morbidity and
mortality.
